G lioependymal cysts are rare; they arise in paraventricular or subarachnoid spaces 2, 5, 6, 9 and their walls present a heterogeneous histological appearance. 2, 3, 7 Although the origin of glioependymal cysts remains controversial, their histological variety supports the hypothesis that they originate from the tela choroidea. 2, 3, 7 In the case presented in this paper, MR imaging indicated that the origin of our patient's cyst was the tela choroidea.
Pathological examination revealed that the cyst wall was partly composed of inner cuboidal ependymal cells with cilia resting directly on glial and outer connective tissue ( Fig. 2A) . The gliotic parenchyma was positive for GFAP and S100 protein but negative for EMA ( Fig.  2B-E) . The ependymal cells were positive for GFAP; faint, partial membrane immunoreactivity for EMA was confined to the luminal surface ( Fig. 2D and E). These findings suggested that the cyst was of ectodermal origin; it was diagnosed as a glioependymal cyst.
The patient's truncal ataxia gradually improved and postoperatively it subsided completely. An MR imaging study performed 8 months after the surgical procedure demonstrated a gradual collapse of the cyst and resolution of hydrocephalus ( Fig. 1E-H) . These images also showed that the cyst had continuity with the left septum pellucidum, internal cerebral veins, and the choroid plexus of the left lateral ventricle (Fig. 1H) . The site of greatest expansion was between the left internal cerebral vein and the choroid plexus of the left lateral ventricle (the choroidal fissure). At the 5-year follow-up the patient showed no neurological deficits, mental retardation, or cyst recurrence.
Discussion

Classification of Benign Intracranial Cysts
There has been some confusion with respect to the naming and classification of benign intracranial cysts. Epithelial cysts are synonymous with epithelium-lined cysts and are classified as having ectodermal and endodermal origin. There exists no widely approved and used classification with respect to the cysts of ectodermal origin. We suggest the classification system represented in Table 1 . Among cysts of ectodermal origin, those with ependymal lining are called neuroepithelial cysts and derive from primitive neuroectoderm. Neuroepithelial cysts include ependymal cysts and glioependymal/neuroglial cysts. Ependymal cysts are primarily intraaxial and their walls consist of an inner single layer of ependymal lining resting on connective tissue; the outer brain parenchyma is normal. 5, 9, 11 Glioependymal/neuroglial cysts are located in the paraventricular or subarachnoid space. Their wall consists of 3 layers and a single epithelium directly abuts the inner glial layer, which is not continuous with normal brain parenchyma and outer connective tissue.
7,9
Origin of Glioependymal Cysts
The origin of glioependymal cysts is controversial. Previously suggested etiological factors include invagination or evagination of the neuroepithelial lining of the ventricular system in fetal life, 8 Blake pouch persistence, 4 and cystic generation of subarachnoid neuroglial heterotopia. 1 Both the ependyma and choroid plexus develop from the primitive neuroectoderm. At 5 to 6 weeks of gestation, the vascular pia mater invaginates into a focally attenuated neuroepithelium, forming tufts of primitive choroid plexus. 2 According to Shuangshoti and Netsky, 8 ependymal cysts originate from primitive neuroepithelium lining the neural tube and can develop in any part of the ventricular system by either invagination or evagination, with a connective tissue layer inside or outside the neuroepithelial layer. Friede and Yaşargil 3 postulated that glioependymal cysts originate from segments of the neural tube equivalent to the tela choroidea and that this accounts for the variance in their wall structure. In the tela choroidea, there is a transition between ciliated ependyma on glial tissue and nonciliated epithelium on connective tissue; in normal ependyma, there is a basement membrane at a site where the ependyma is adjacent to vascular structures such as the choroid plexus. 2, 7 Histologically, glioependymal cysts may be lined with a ciliated or nonciliated epithelium located either on glia without a basement membrane or on connective tissue with a basement membrane (Fig. 3) . Glioependymal cysts arise around the tela choroidea (the velum interpositum), the ambient and supracerebellar cisterns, and the lateral ventricles. In our patient, MR imaging findings suggested that the glioependymal cyst originated from the tela choroidea by invagination. The cyst extruded through the Fig. 3 . Schematic of the suggested time course (arrows) of glioependymal cyst formation. In the tela choroidea, there is a transition between ciliated ependyma on glial tissue (G) and nonciliated epithelium on connective tissue (C). A basement membrane exists where the ependyma is adjacent to vascular structures such as the choroid plexus (CP). Glioependymal cysts may be lined by ciliated or nonciliated epithelium on glia without a basement membrane, or they may be located on connective tissue and manifest a basement membrane.
velum interpositum and extended as it grew posterior to the supracerebellar cistern via the choroidal fissure into the left lateral ventricle and anterior to the frontal horn of the left lateral ventricle. We believe that the cyst crossed to the right frontal horn and extended to the body of the right lateral ventricle through the septum pellucidum.
The Blake pouch is an ependyma-lined diverticulum that is formed beginning 7 to 8 weeks up to the 4th month of gestation at a time when the cerebellum is rudimentary. The formation takes place by posterior ballooning of the posterior membranous area of the medullary velum into the cisterna magna. 4 Blake pouch persistence is probably due to evagination of the rudimentary tela choroidea of the fourth ventricle. 10 The same hypothesis may also apply to supratentorial glioependymal cysts evaginating at the tela choroidea and the formation of glioependymal cysts around the tela choroidea of the fourth ventricle (the cerebellomedullary fissure); the cisterna magna and the fourth ventricle can be explained as Blake pouch cysts that have "pinched outward."
Neuroglial heterotopia occurs at 7 weeks of gestation. 9 Islands of heterotopic ependymal cells segregate during embryonal development; they are usually found adjacent to corners of the ventricle or in zones with considerable tissue activity during the formation of the choroid plexus or the primitive cerebral fissure. 6 While this concept suggests a possible relationship with ependymal cysts, it fails to explain the histological wall variance of glioependymal cysts. 
